Case Summary. 1. Preservation of a main branch is warrant in CTO treatment.
Strategy planning is very important, especially in retrograde approach.
2. For lesion which close to bifurcation, especially high angulation.
Crusade would provide a good support to engage the side branch. Relevant test results prior to catheterization. Chest-X-ray showed complete opacity over left lung, pulmonary edema pattern over right lung and cardiomegaly. EKG showed normal sinus rhythm, Poor R wave progression in V1-V3. Echocardiography showed normal chamber size, moderate aortic regurgitation, mild regurgitation of mitral/tricuspid/ pulmonary valves, preserved LV systolic function with EF of 50% Relevant catheterization findings. LMCA: 70% stenosis at ostium and distal part, pressure dampened after engaging JL catheter.
LAD: 100% Chronic total occlusion at ostium without stump. LCx: non-dominant, small caliber and luminal irregularity. RCA: Dominant vessel with very large caliber. Giving abundant collateral flow to LAD via septal channels and corkscrew-like epicardial channels from RV branch.
Procedural step. PCI was performed by R't transradial and R't transfemoral approach Retrograde approach 1. LM was engaged by 6F EBU 3.5, RCA by 7F AL1 with handmade SH 2. A Sion wire loaded in 150cm Corsair MC was advanced through septal channel and into LAD retrogradely. 3. Boston Scientific Atlantis SR Pro 40 MHz IVUS catheter was advanced to LCx ostium along a Sion wire.
